We systematically examine this topic according to the competencies required in the various stages and components of therapy.
Generic and Specific Cultural Competence
The term cultural competence (4) denotes the capacity to perform and obtain positive clinical outcomes in cross-cultural encounters. In considering culturally competent psychotherapy, we will examine the broad field of interactions that influence any sort of primarily verbal exchanges carried out to effect positive change in a patient. There are 2 distinct yet related sets of competencies, each having different training and clinical implications: generic cultural competence is the knowledge and skill set needed in any cross-cultural therapeutic encounter, and specific cultural competence enables clinicians to work effectively with a specific ethnocultural community. To provide culturally competent psychotherapy, both are essential. Schematically, they can be conceptualized as 2 intersecting dimensions: a vertical "generic" axis and a horizontal "specific" axis ( Figure 1 ).
Generic Cultural Competence Axis and Phases of Psychotherapy
Generic cultural competence refers to competence in working with issues that emerge at different phases of psychotherapy, regardless of the cultural group to which a patient belongs. For heuristic purposes, the process of psychotherapy can be divided into the following phases: preengagement, engagement, assessment and feedback, treatment, and termination. Within each phase, we discuss relevant clinical issues in the following areas: therapist, patient, family, and techniques (Table 1) .
Preengagement
Factors at work prior to clinical contact may influence the eventual clinical outcome. Working with a culturally different patient places certain demands on the therapist's skills, some of which may be intuitive, some of which can be learned, and all of which should be considered as essential components of psychotherapeutic training. One such quality is cultural sensitivity, which encompasses attributes such as curiosity, perceptiveness, and respect. Cultural sensitivity is the foundation of cultural competence. The patient's understanding of the problem is an important factor influencing preengagement. Patients and therapists often have very different explanatory models for an episode of illness. Incongruent understandings of the critical elements of the disorder, its probable etiology, and appropriate solutions can have a profound effect on the clinical encounter (5) . The pathway leading to therapy can also influence clinical outcome (6) . For example, a patient who has received positive recommendations about a therapist from a community elder may progress more smoothly to the engagement phase than a patient with a cursory referral from a hospital emergency department.
Engagement
Engagement begins with actual clinical contact. In this initial phase, the therapeutic alliance starts to develop and solidify. In practice, this phase unfolds concurrently with the assessment phase. Research documenting that minority patients have high dropout rates from the mental health care system highlights the critical importance of therapeutic engagement (7) .
During this phase, ethnic match is an important consideration. Although some evidence suggests that patient-therapist matching according to ethnicity, language, and value system leads to improved therapeutic outcomes (8) , such arrangements are not always feasible. Further, some patients are concerned about confidentiality and stigma. These patients may prefer a therapist who is not a member of their ethnocultural community. Whether the engagement process involves an ethnic match or not, highlighting such commonalities as educational background can facilitate the engagement process (9) .
Respective conceptualizations of the therapist and patient roles also affect the engagement process. Some patients may find psychotherapy within a health context incomprehensible and may cast the therapist as a "village elder." This role can engender a sense of familiarity and kinship and is simultaneously imbued with healing authority, power, and wisdom. Patients in some cultures expect the therapist to be knowledgeable and not to ask too many questions. In such cases, patient expectations about therapist insight may be at odds with some authors' admonitions about the value of therapists' displaying curiosity and cultural naiveté (10) . Therefore, to avoid making erroneous assumptions and indulging in unjustified stereotypes, therapists must learn to recognize and operate within the contrasting frameworks of therapeutic omniscience and naiveté. They should maintain a constantly open attitude, while making opportune and appropriately formulated enquiries about the patient's culture.
In many ethnocultural communities, shame about seeking mental health services is an important issue for both the patient and the family (11) . Reassuring patients and their families about confidentiality is important. Psychoeducation may also help to modify some prevalent cultural myths-for example, that mental illness is incurable or implacably heritable.
Assessment and Feedback
During assessment, sensitivity is required to foster and maintain the therapeutic alliance. Therapists should approach such taboo subjects as sex cautiously. Attempts to understand patient problems should begin with what the patient deems important.
A comprehensive approach to assessment includes examining the problems from biological, psychological, and social perspectives (12) . The spiritual perspective is another significant component in many cultures (13) . For a thorough assessment, knowledge of the patient's particular culture and world view is necessary, as described below. A cultural consultant is sometimes needed. This consultant may be (for example) a bicultural professional who can describe the home country sociopolitical situation, help interpret certain aspects of the patient's mental state, or suggest community resources in the resettlement country.
Cultural identity is an important and multidimensional area of exploration. A given individual may have different cultural preferences for language, food, entertainment, and value system, and none of these dimensions can be inferred from another. For example, individuals may cling to the foods they ate in a parental home, while simultaneously abandoning parental values regarding sexual behaviour or filial obligation in favour of those prevalent in the larger Canadian society. It is also important to recognize that cultural identity is fluid and dynamic and may be differently invoked, depending on the context and situation (14, 15) . Further, the diverse acculturative strategies used by immigrants may have an impact on mental health and psychosocial adjustment (16, 17) . Immigrants may adopt the host culture with or without maintaining their heritage culture, employing, respectively, "integration" or "assimilation" strategies. It has been proposed that integration-a harmonious blend of both cultures-leads to (18, 19) . Individuals who fail to fit within both their heritage culture and the host culture may become marginalized and are at particular risk of developing mental health problems (16) (17) (18) (19) . Clinicians should explore each patient's particular type of acculturation strategy, paying particular attention to its rigidity and fit with the environment.
Family dynamics is another element to be assessed, especially in collectivist cultures. At times, this assessment has to be conducted in various subgroups, allowing for subsystem interventions (11) . For example, a separate discussion with the father may help him avoid the loss face that would result from admitting errors in front of the family. Sometimes, a family member can be enlisted to act as the therapist's auxiliary to effect certain interventions. Understanding the patient's relations with the local communities, with the country of origin, and with the dominant society can alert the therapist to problems with acculturative stress and intercultural conflict (such as discrimination at the patient's workplace).
After an initial assessment, therapist feedback may be particularly important for the culturally different patient. The idea of a "gift" to the patient, offered even in the first assessment session, is a useful technique that encourages the patient to continue with therapy (20) . Engagement-enhancing gifts include explanations about problems, reassurances, or a prescription for medications.
Therapists can also use feedback as an opportunity to introduce the concept of psychotherapy to patients, who may not share the therapists' underlying assumptions (such as assumptions about the process and about the respective roles of therapist and patient). A pretherapy introduction to psychotherapy in the form of a brochure, a video, or a group discussion has been shown to reduce premature termination (21, 22) .
Treatment
We discuss this phase in terms of 3 interrelated components: goals, or the desired endpoints of therapy; content, or the specific area that is worked on; and process, or the way in which therapy is conducted. For example, in treating a patient with depression, the goal may be to elevate mood and restore functioning, the content may be grief over a mother's death, and the process may be interpersonal psychotherapy. Sue has emphasized the importance of culturally appropriate goals and process in psychotherapy (23) .
Goals.
It is important for therapists and patients to establish goals collaboratively. Treatment goals set by the therapist alone may be incongruent with the patient's cultural frame of reference. The patient's primary group may have different goals from those of the patient, which adds to the complexity of goal setting (24) . For example, an Asian adolescent's desire for autonomy may conflict with the traditional values of his or her family. Ultimately, the primary principle in setting appropriate goals should be the patient's subjective well-being, conducive to healthy functioning in the patient's environment.
Content. The patient's culture often influences the choice of content in psychotherapy. Cultural analysis (CA), as we will discuss later, helps direct the therapist's attention to potential content areas. The explanatory model of the patient may differ from that of the therapist, and a process of negotiation may be necessary. For example, some patients may want to work on practical issues, such as somatic symptoms or relationships with neighbours, that may appear to be too concrete to therapists. Initially, therapists may need to respond to these issues to maintain the therapeutic alliance before embarking on other relevant issues. Empathizing with the patient, teaching problem-solving skills, supporting the patient in seeking Western or alternative solutions, and even giving direct advice may all be useful psychotherapeutic techniques. We further explore other specific process-related issues in the following section.
Process. Effective communication is the basis of any psychotherapeutic intervention. Therapists may need to accommodate their communication style, both verbal and nonverbal, to that of a culturally different patient because, for example, apparently linguistically equivalent words may evoke different psychological associations. This phenomenon is termed "language independence," defined as the capacity to maintain 2 sets of languages with different lexical, syntactic, phonetic, and ideational components (25, 26) . A bilingual therapist familiar with the concept of language independence can help patients elucidate the various meanings of words like "love," which in English can be used to cover many different emotional states. Some patients report different comfort levels when using different languages to discuss certain topics like sex: for example, bilingual Chinese patients may choose to speak about sexual matters in English rather than in Chinese (27) .
Expanding on the concept of language independence, "cultural independence" has been proposed. Cultural icons such as temples may assume different meanings in different cultures.
Maintaining cultural independence and actively exploring assumptions with the patient helps the patient to reexamine issues from a fresh perspective (27) . Culture not only modifies meanings and associations, it can also guide the process and direction of psychotherapy. Depending on each individual case, therapists may find reinforcing cultural norms the most The development, maintenance, and use of the therapeutic relationship in cross-cultural psychotherapy can present unique challenges. Patients' culturally based expectations may challenge conventionally defined therapeutic boundaries, such as the convention that therapists refuse gifts. Problems may also arise from specific ethnocultural transference and countertransference (28) . Patients may distrust a therapist from a culture that has oppressed them, or they may discount cultural issues, feeling that they are already quite assimilated.
On the other hand, therapists may also minimize cultural differences, trying to appear less discriminating. Often, power dynamics are at the root of transference problems. Frank discussion of the discrepancy in power between therapist and patient may facilitate therapy (29, 30) . Conversely, problems can arise when the patient and therapist share the same cultural background, and cultural differences may in some cases actually have a positive transference effect that facilitates rather than impedes therapy (27) . Asian patients, for example, may feel that a Western therapist is less judgmental than a culturally matched therapist about subjects taboo in their culture, such as homosexuality.
Beyond the traditional therapeutic dyad, it is often necessary to involve family members actively, although not necessarily in conventional family therapy. Therapists can invite family members to participate in part of the treatment, in a culturally appropriate manner. In some collectivist cultures, part of the self-identity and the interdependent self may be defined by the patient's social role in relation to other family members. For example, eldest sons may need to follow their fathers' footsteps, or the patients' vocational status may determine how they will be treated in the community. To assist these patients, it may be necessary to use resources in either the ethnic or the mainstream community creatively to procure volunteer work or develop an alternative social role. Other community resources include indigenous healing ceremonies, such as sweat lodges among Aboriginal populations (31) , and more recently developed interventions such as network therapy (32, 33, 34) .
Some conventional techniques may not be culturally appropriate for some patients. For example, open confrontation is not acceptable in some Asian cultures, with their emphasis on preserving "face." Other techniques, such as paradoxical intervention, role-play, and relaxation therapy, may be difficult for some patients to grasp or use (35) .
Termination
Ethnic patients and their families may particularly need to maintain contact after termination, owing to limited support in the community and to their cultural understanding of relationships, which are rarely terminated artificially. Therapists may choose to leave the "door ajar" and maintain a link with patients and family members by defining appropriate circumstances in which they should reconsult. Sometimes, an institutional transference may be established, enabling patients to derive continued support from institutions such as hospitals or community agencies, should a particular therapist become unavailable.
Specific Cultural Competence Axis and Cultural Analysis
Specific cultural competence empowers therapists to use specific cultural knowledge effectively. Conceptually, the "specific" axis intersects with the "generic" axis to map out a 2-dimensional plane for the practice of culturally competent psychotherapy. In practice, culturally specific knowledge begins to be useful in the engagement phase and is often most fully used from the assessment phase onward (36).
The DSM-IV proposes the use of cultural formulation to systematically assess cultural influences on diagnosis and treatment (37) . This process consists of examining 1) an individual's cultural identity, 2) cultural explanations for individual illnesses, 3) cultural factors related to the psychosocial environment and levels of functioning, 4) cultural elements of the therapist-patient relationship, and 5) overall cultural assessment for diagnosis and care. Although the DSM covers several important and broad cultural issues, we propose a more elaborate scheme to examine specific effects of culture: we extend the commonly used biopsychosocial model of formulation and use a more detailed framework, which we call "Cultural Analysis (CA)," to guide the exploration of patients' psychological worlds.
Culturally specific knowledge should inform biological, psychological, social, and spiritual components of the clinical assessment. (Biological difference is a less significant issue in psychotherapy, but it can be an important consideration in pharmacotherapy [38] ). Psychologically, culture may considerably affect the patient's world view. CA is used to help clinicians arrive at a culturally specific understanding of the patient's world view; it informs and interacts with all phases of psychotherapy. In evaluating social factors, therapists can examine many relevant facets, including the sociopolitical history of the patient's country of origin and culture; current forces in the host society, such as discrimination; and the particular dynamics and resources in the patient's local ethnic community. Knowledge of specific spiritual beliefs and practices is useful in both assessment and treatment.
Cultural Analysis
In all schools of psychotherapy, the therapeutic process is guided by theory, principles, and models of understanding regarding patients and their problems. CA is a framework designed to facilitate a systematic approach to integrating specific cultural knowledge derived from various disciplines, including cross-cultural psychology, psychiatry, anthropology, and sociology. Its goal is to achieve a more complete and culturally informed psychological understanding of the patient. However, this model should be flexibly revised during psychotherapy. While CA can inform and expand clinicians' thinking, we emphasize that it should be treated as a hypothesis-generating strategy: it highlights potential areas to be explored, but it is not a shorthand device to stereotype and label patients. Hypotheses unsupported by clinical data should be discarded.
Various approaches are used to capture the diverse world views of different cultures (23) . We propose that clinicians begin to understand patients' world views by using a structure based on an object-relation treatment model, with an emphasis on the importance of self and its relationships with others and with the world (39) . In addition, clinicians need to consider each patient's culturally specific understanding of the treatment process. CA is therefore conceived as a framework with 3 broad domains: self, relations, and treatment. Within these domains, we identify basic elements, illustrated in a grid format (Table 2) . Culture may affect the way in which each element is conceptualized, including its nature, relative importance, and ideal or desired state.
The self domain captures cultural influences on the psychological aspects of the self that may be relevant in psychotherapy. Culture may affect the very building blocks of internal psychological experiences and observable actions, including affect, cognition, and behaviour. Individual aims, goals, and motivating forces in life also depend on culture. For example, Freud's emphasis on the importance of repressed sexual desires as basic, dominating motivational forces may have been considerably influenced by the culture of his time. Similarly, his conception of the death instinct was influenced by the wars of his era (40) . Culture also influences the conceptualization of the body, which has given rise to the study of different presentations of somatic and psychological symptoms across cultures. To give another example, Cartesian dualism has influenced Western thought and culture and contrasts with the more blurred conceptualizations of body and mind espoused by traditional Chinese beliefs and reflected in such classical medical texts as the Huangdi Neijing (41). One's overall self-concept is intrinsically tied to one's culture. One of the most often cited broad cultural variations is the distinction between independent and interdependent self-construals, reflecting individualistic and collectivist cultures, respectively (42) .
Using affect as a more extensive example, one can systematically consider empirical data and relevant theories about how the patient's specific culture modifies each element's nature, importance, and ideal state. First, culture may influence the nature of affect, from its internal experiences to its outward display. Some researchers believe that the internal experiences of affect are inseparable from sociocultural constructions of experiences (43, 44) . Other researchers suggest that certain emotions may be universal across cultures, with apparent variations deriving from socioculturally defined display rules (45) . Recent research has studied universal as well as culturally specific aspects of emotions beyond cultural display rules. For example, it has examined the different interpretations and antecedents of specific emotions (46) . In psychotherapy, patients' subjective conceptualization of affect may be even more relevant, influencing both assessment and treatment. Cultural metaphors and beliefs-such as the belief that uncontrollable substances within the body cause anger or bodily illness-may uniquely influence patient beliefs regarding the origins and controllability of affect (41, 47) . Second, culture may modify the importance of affect by perceiving it as something to be either emphasized or ignored. For example, Western cultures have been influenced by Plato and Eastern cultures have been influenced by Confucius; cognitive faculties in the former and social hierarchy in the latter may be privileged above personal emotions. Finally, culture may modify the perception of the ideal state or the acceptability of specific types of emotions (for example, pride) (48). However, there may be a discrepancy between ideal values and actual practices. For example, it may be a particular cultural ideal not to feel or express pride, but pride may nevertheless be readily observable in the culture. Exploring internalized cultural ideals with patients may uncover internal conflict and guilt regarding certain disavowed emotions. Reframing emotions in a culturally acceptable way may at times relieve this conflict (for example, in a collectivist culture, pride may be reframed as relatively acceptable if expressed for family members) (49) .
The relations domain captures cultural influence on patients' world views regarding their relationships. Culture powerfully influences patient relationships with immediate family members, friends, and the community at large. These relationships are guided by socioculturally defined roles, expected deportment, value systems, and the power hierarchy. Apart from human relationships, culture may influence patient relations with "others": culture influences patients' conceptions of nature and their attitude toward it. They may regard nature and the environment as something to be subservient to, live in harmony with, or dominate (23) . The importance of material possessions may vary, with some belief systems advocating that the ideal state is nonpossessive of material things and others affirming that material wealth is power. Even the exchange of specific material things may take on cultural meanings. To some Chinese, for example, it is a cultural faux pas and an insult to give clocks as gifts, because the phrase "giving a clock" in Chinese sounds like "seeing you off to your final end or death." Time orientation-the relative importance allocated to the past, present, or future-has been shown to differ among cultures (23) . This may affect psychological adjustment and therapy for those who suffer from depression about past trauma (50) or anxiety about future uncertainties. Spirituality is an often neglected yet important issue (13) : in many cultures, spirituality may be inseparable from the culture itself. This often becomes particularly important when patients are confronting life-threatening events or existential crises.
The treatment domain highlights elements of therapy that may be especially influenced by culture. These elements have been discussed above, under general cultural competence, but are included as part of the CA framework because they are critically important. Communication patterns, both verbal and nonverbal, are the very basis of the therapeutic process, yet they are subject to cultural influences. Problem-solution models refer to how patients conceptualize their difficulties. This term is preferable to the notion of illness models because patients may not necessarily think of their symptoms or difficulties as being related to illnesses. The therapist-client relationship, including the specified roles and transferences discussed above, is affected by the patient's specific culture.
Culture not only influences each element within the 3 domains individually but may also cause interactions both within and across domains. For example, the patient's cultural conception of emotions (affect) in the self domain may influence the treatment domain if the theapist interprets the patient's difficulties as emotional rather than physical.To illustrate some of the principles discussed, we present the following case.
Case Illustration

Clinical Presentation
Mr Lee, a 40-year-old, married Chinese, lived with his mother, wife, and 2 children in Toronto. He worked as a renovation worker until 2000, when he was involved in a severe motor vehicle accident. The van in which he was a passenger rolled over and crashed, killing 2 of the 4 occupants. He was dragged out of the vehicle by his friend Mr Chan, the other survivor. Mr Lee sustained no major physical injuries but complained of chronic headaches and neck pain. Several weeks after the accident, he began to experience depressed mood, irritability, anhedonia, middle insomnia, impaired short-term memory, decreased concentration, decreased energy, feelings of worthlessness, and passive thoughts of death. He also had occasional nightmares and increased vigilance when riding in a car. He was referred to one of us by his family doctor after a 6-month treatment of his headaches and neck pain with analgesics and physiotherapy failed to produce much benefit. Mr Lee had a normal childhood development in a small town in China, with no history of abuse. His father was a carpenter, and his mother was a farmer. He could only describe his parents as "good." He had a grade 10 education and immigrated to Canada in 1985. After various jobs, he worked as a renovation worker for the same company for 5 years before the accident. He met his first wife in Toronto and married in 1990.
They had a child, but his wife died unexpectedly in 1995. He remarried in 1998 and had a second child.
When examined, Mr Lee presented as sullen and irritable, with intermittent eye contact, often focusing on the ground. While deferential, he tended to answer questions briefly, without elaboration. His mood was "not good," and his affect appeared depressed, with decreased range. He was preoccupied with physical pain and lack of energy. He had no active suicidal thoughts. Initially, his insight appeared limited and his judgment undisturbed.
Diagnosis and Treatment Course
Although Mr Lee presented with somatic complaints, specific questioning revealed a range of symptoms leading to a diagnosis of major depressive disorder. This sequence is consistent with with research on somatization (51, 52) . He also exhibited some subthreshold posttraumatic stress disorder symptoms. To develop a comprehensive understanding and treatment plan, his therapist used CA to take Mr Lee's Chinese background into account. Table 3 lists some of the initial hypotheses generated.
The initial treatment plan included assistance with insurance matters, pharmacotherapy, and cognitive-behavioural psychotherapy. The therapeutic alliance solidified after Mr Lee felt that his physical symptoms were taken seriously and that he was supported in his efforts to seek physiotherapy and to use traditional herbal ointments for pain. In addition, through treatment goal process negotiation and psychoeducation, he began to acknowledge and accept his affective symptoms and started taking an antidepressant (sertraline), which significantly improved many of his symptoms. With an enhanced therapeutic alliance and explanation of therapy, he began to participate actively, despite his initial somatization and brief, concrete responses, which at first and perhaps erroneously suggested he lacked "psychological mindedness."
As Mr Lee became more open and his thoughts were explored using cognitive-behavioural techniques, it became evident that his firm belief in fate and hard luck was a persistent source of entrenched cognitive distortions, leading to amotivation and social isolation. This belief exacerbated his survivor guilt. He revealed that he stopped himself from visiting relatives during Chinese New Year, isolated himself from his children's activities, and cut off his contacts with his friends. Based on the death of his first wife and coworkers, Mr Lee began to fixate on a superstitious folk belief that his hard luck would bring bad luck to those around him, even though he himself would not be harmed by bad events.
At this phase of treatment, various approaches were considered and used. A countercultural approach with standard cognitive-behavioral techniques was used to challenge his beliefs directly. He was helped to evaluate personal counter-examples. For example, he had many other relationships and had previously gone on other social outings, none of which were ever subjected to danger. He was also challenged as to whether survivors of floods in China should be thought of as having hard luck. These techniques produced limit effects: they raised some doubts in Mr Lee's mind but failed to effect major shifts in his belief system. A cultural reinforcing approach was briefly explored, including such possible indigenous solutions as consulting with a fortuneteller or the temple. Unfortunately, Mr Lee quickly dismissed them because he did not believe in their power to shift hard luck. Several other approaches, framed to be culturally congruent, were then used successively. Tapping into his sense of an interdependent self and using techniques of interpersonal psychotherapy with a grief focus, his therapist helped him rebuild and strengthen his relationships, including those with his friend Mr Chan; with family members of his deceased friends; and most important, with his own family members. While respecting Mr Lee's sense of fate, his therapist encouraged him to explore existential questions, such as finding new meaning in his survival that included his responsibilities to his family. Although family sessions might have helped address some of these issues, Ms Lee's work schedule made this difficult, and before arrangements could be made, Mr Lee had improved so greatly that family sessions no longer seemed necessary. Finally, within the complex and diverse Chinese culture, it was possible to find contradictory cultural beliefs to challenge Mr Lee's belief in hard luck. These included alternative folk beliefs based on ancient Chinese sayings that suggest "survivors of great catastrophe surely will have good luck later on," and "good people are protected and helped by heaven." Mr Lee gradually improved and eventually returned to work after a year and a half of therapy. He and his family were reassured that they could contact the therapist again, if necessary.
This case illustrates the influence of culture on various aspects of therapy, including nonpsychotherapeutic interventions; the therapeutic alliance; and suitable psychotherapeutic goals, process, and content. When informed by culture, psychotherapeutic strategies can be approached from diverse treatment perspectives and strategies. The success of the therapy sometimes depends on combining different strategies across time. When a particular approach leads to an impasse, therapists should have the flexibility to shift therapeutic strategies while keeping in mind the influence of culture.
Conclusion
Insofar as therapists and patients have different reference groups, all encounters may be considered cross-cultural (60) . If this perspective is endorsed, then one may indeed consider cultural competence to be essential to overall clinical competence. Therapists should strive for cultural competency by acquiring both generic and specific cultural knowledge and skill sets. Various generic cultural issues may arise at each phase of psychotherapy, and specific cultural knowledge guides their resolution. To guide clinicians, we conceptualize and propose 2 intersecting axes, each embedded within a matrix of relevant issues. Similar considerations may be useful in other cross-cultural clinical encounters apart from psychotherapy.
